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Dispatchers
Children who enter the EMS system through a call to an emergency response system (often using 9-1-1) receive their first emergency services from the operator or other dispatch personnel answering such calls.2 The organization of dispatch systems and the training and skills of dispatchers vary widely (see Chapter 4). Many systems and personnel have little or no medical oversight even though they play a critical role in facilitating the delivery of urgent medical care; others may have had training in delivering emergency medical telephone instructions or long-time experience in dispatching ambulances. Regardless of formal training or experience levels, however, dispatchers must be able to evaluate the nature of the problem and determine what sort of response is needed. These triage decisions may determine whether ambulances with ALS or BLS intervention skills are sent, whether air or ground units are used, or sometimes whether any EMS unit is sent.
Protocols exist in some systems to assist dispatchers in making these determinations in a systematic way. Those protocols must incorporate tools to evaluate pediatric cases. In a recent study, Foltin and colleagues (1992) determined from a retrospective evaluation of the appropriateness of ambulance dispatch in New York City that of nearly 100 children triaged by dispatchers as requiring ALS units, 45 percent warranted only BLS response and another 27 percent did not even require an ambulance; conversely, of about 145 children triaged as needing only BLS services, some 60 percent in fact needed ALS response. An assessment has not yet been made of the consequences for the child of these misassignments.
These data do suggest that ALS resources are not being used efficiently. When an ALS unit is used for less serious cases, it will not be available for those who truly require that level of care; if an alternate ALS unit is available, it may have a longer response time to the site of the emergency. The investigators suggest that protocol revisions and more training in the use of triage and dispatch protocols might enable the system to improve allocation of these prehospital resources. Their "Pediatric Ambulance Need Evaluation" (PANE) instrument may be one means of evaluating and identifying problems of both overtriage and undertriage (Foltin et al., 1992). Appendix 7A reviews a variety of scoring instruments that have been devised to aid in triage decisions (in prehospital and other stages of emergency care) and to make retrospective assessments of the appropriateness of those decisions.
Dispatchers also contribute to emergency care through "prearrival instructions" to callers. Such instructions need to be appropriate to the condition of the patient, and they need to be provided in a way that makes them useful to the caller. When the patient is a child, dispatchers often must deal with any special anxieties of their own and with the distress of the parent or other caller. Clawson and Hauert (1990) emphasize the need for guidelinesic procedures, for instance, bag-valve-mask ventilation and peripheral and central venous cannulation. Professions Commission, for example, addressed implications of changes in the health care system and in healthcare needs for schools training health care professionals (Shugars et al., 1991).  In 1993, the Institute of Medicine had under way various studies in this area, including ones on dental education, on career paths in clinical research, and on increasing minority participation in the health professions.
